Dear Editor: An 18-year-old boy presented to the dermatology outpatient department with vitiligoinous lesions occurring in the distribution of striae distensae (SD) at groin area. He had tinea cruris three years ago and continually used topical steroids one year by himself. After about one year, he got SD and vitiligoinous lesions at the same position. Systemic examination did not reveal any abnormalities. Laboratory examination revealed a normal blood, urine, stool, liver and kidney tests. On skin examination (Fig. 1) , vitiliginous lesions were on SD. There were some small vitiliginous lesions on normal skin. SD without vitiliginous lesions were gray brown. The boundary between lesions and normal skin was distinct. On Wood's lamp examination, enhancing lesions were noted at vitiliginous lesions. The patient was administrated mecobalamin tablets 0.5 mg three times a day, folic acid tablets 5 mg three times a day and 0.03% tacrolimus ointment once a day. Köebner phenomenon (KP) was first described in psoriasis by Heinrich Köebner in 1877 and generally accepted classification divides the koebnerizing skin diseases into four categories: diseases showing true koebnerization, pseudo-koebner phenomenon, occasional traumatic localization of disease and poor or questionable trauma-induced processes. Only vitiligo, psoriasis, and lichen planus were considered to exhibit true koebnerization 1 . It has reported that KP in vitiligo patients could be induced by blunt trauma such as pressure, tightening of the sari or even sunburn and therapeutic irradiation for treatment of breast cancer. Based on previous literature, SD is also considered as blunt trauma to develop KP in vitiligo patients and so far three similar cases (Table 1) have been reported 2-4 .
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SD are very common at dermatology department and manifested in a variety of conditions, including pregnancy, rapid gain or loss of weight, debilitating infection, illness, Cushing's syndrome and corticosteroid therapy, Marfan syndrome, patients with HIV infection receiving the protease inhibitor indinavir, chronic liver disease and so on. SD, featured with white or red liner streaks on the skin, run perpendicular to the direction of the skin tension. KP induced by SD has not been studied at molecular Although these studies did not focus the relationship between vitiligo and SD, they may be indicators for us to do some deep research. Topical steroids are the mainstay drugs for vitiligoinous lesions, but longer duration of using topical steroids is a key factor contributing to SD, which are considered as a blunt a trauma to develop KP. KP is a very common phenomenon not only in vitiligo patients, but also in psoriasis and lichen planus patients. So in order to prevent SD developing KP in vitiligo, psoriasis and lichen planus patients, we recommended the topical use of nonsteroids such as calcineurin inhibitors for vitiligo patients in the striae-distensa-prone area.
